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The authors tated that infrageniculate popliteal artery 
percutaneous transluminal ngioplasty is an expensive, tem- 
porizing measure with a high rate ofrecurrence and should 
be restricted to patients who have a limitcd life expectancy 
or contraindications forsurgery. We believe that it is not safe 
to draw this conclusion for the following reasons. 
First, the authors themselves state that the results will 
depend on whether distal disease is present. It is entirely 
unclear from the paper, however, whether any of these pa- 
tients had distal disease at the time of infrageniculate 
popliteal artery percutaneous transluminal ngioplasty, be- 
cause if they did, then it is hardly surprising that the results 
are poor without going on to deal with the distal disease as 
well. 
Second, the authors have drawn conclusions on 
1-month, 2-year, and 3-year patency rates that are entirely 
unjustified on the basis of the data presented. Thus the stan- 
dard error of the patency rate is greater than 10% beyond 11 
months, and they quote patency rates at 2 and 3 years when 
only six and five patients were present, respectively. In addi- 
tion, the use of a mean follow-up is meaningless, thus the 
mean follow-up is stated as 44 months, hut it is apparent 
from the life table plot that there are only five patients at and 
beyond 36 months and that this figure of 44 months is 
therefore a result of i or 2 patients with long follow-up. 
We therefore feel that the conclusions drawn are not safe 
in light of the pancity of the data provided. 
P. R. E Bell 
NickJ. M. London 
Department ofSurgery 
University of Leicester 
Leicester Royal Infirmary 
PO Box 65 




To the Editors: 
In response to the issues that Dr. Bell raises, we 
specifically noted the number of patent ibial arteries and 
anlde-brachial index for all patients in our study, and our 
analysis found that this did not affect outcome. We found 
that treatment of a preocclusive popliteal lesion provided 
enough increased perfusion to ameliorate symptoms. In 
addition, patients treated with bypass to the tibioperoneal 
trunk had a good clinical outcome, despite the presence of 
similar distal disease. 
We have reported our results in accordanee with the 
reporting standards for lower extremity arterial endovascu- 
lar procedures. On out life table plot, we noted that the 
standard error exceeds 10% at 11 months. However, many 
of the infrageniculate popliteal artery percutaneous trans- 
luminal angioplasty procedures failed within this early time 
period, with 41% recurrence within i year. Although further 
long-term follow-up may be helpful in assessing the results 
from bypass procedures, most ofwhich were still patent, it 
would not affect he success of percutaneous transluminal 
angioplasty, because the majority ofprocedures had already 
failed. 
Gerald S. Treiman, MD 
Department ofVascular Surgery 
Permanente Medical Group, Inc. 
2025 Morse Ave. 
Sacramento, CA 95825 
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Angioembolization f multiple intrasplenic 
pseudoaneurysms as a result o f  blunt trauma 
To the Editors: 
Posttranmatic intrasplenic pseudoaneurysms have 
rarely been reported. Concern for delayed rupture has 
usually led to a recommendation for partial or total sple- 
nectomy. 1 We report a case of successful nonoperative 
management of multiple intrasplenic pseudoaneurysms 
using arteriography and transcatheter embolization. 
CASE REPORT 
A 39-year-old seat belt-restrained driver was involved in 
a crash in which the automobile he was operating was struck 
laterally by a truck. The patient's initial blood pressure was 
107/56 and pulse was 98 beats per minute. Examination 
revealed moderate left upper-quadrant abdominal tender- 
ness. The hemoglobin level was 14 gin/dl. Computed 
tomographic scan of the abdomen demonstrated multiple 
left rib fractures, bilateral pleural effusions, and multiple 
lacerations of the spleen with perisplenic hemorrhage (Fig. 
i ,  A). The patient remained hemodynamically stable, and 
the splenic injury was managed without surgery. Hemoglo- 
bin determinations over the ensuing 5 days reached anadir 
of 8.4 gm/dl.  No blood transfusions were administered. 
An abdominal computed tomographic s an taken at 1 week 
showed resolution ofintraperitoneal blood and a new 2-cm 
area of marked enhancement in the middle third of the 
spleen (Fig. 1, B). Color-flow duplex ultrasound emon- 
strated two additional pseudoaneurysms within the spleen. 
Selectivc splenic artcry angiography demonstrated allthree 
pscudoaneurysms (Fig. 2). Angioembolization f the scg- 
mcntal arterics that fed two small inferior pscudoaneurysms 
was performed with thrcc 0.018qnch microcoils. Supersc- 
lective catheterization f the upper pole scgmental branches 
to embolizc athird large pseudoaneurysm was unsucccssful 
bccanse of tortuosity. The main splenic artery was thcn 
embolized using an 8-mm Giänturco coil. Digital subtrac- 
tion arteriography after these proeedures demonstrated no
flow in the embolized pseudoaneurysms. Two wecks after 
discharge, the patient's hemoglobin level was 12. ! gin/dl, 
and color-flow duplex ultrasound emonstrated that all 
three pseudoaneurysms remained thrombose& The patient 
remains well at 1 year. 
DISCUSSION 
The treatment ofblunt splenic trauma has shifted from 
nearly routine splenectomy to splenic salvage techniques, 
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Fig. 1. A, Abdominal computed tomographic scan on admission demonstrates multiple 
lacerations of spleen and perisplenic hemorrhage. B, Abdominal computed tomographic scan 7 
days after admission demonstrates 2-cm intrasplenic pseudoaneurysm. 
including nonoperafive management. The decision to 
manage these injuries without surgery is based on hemo- 
dynamic stability and the absence of associated in- 
juriesfl 
As more patients are managed without surgery, post- 
traumatic splenic complications are increasingly recog- 
nized. These include pseudocyst, abscess, infarction, arte- 
riovenous fistula, and delayed rupture. 3Although delayed 
splenic hemorrhage is most frequently caused by rupture of 
an expanding subcapsular hematoma, intrasplenic pseudo- 
aneurysm rupture is an additional cause. Hiraide et al. 4 have 
recently reported one case ofdelayed rupture ofintrasplenic 
pseudoaneurysms treated by urgent splenectomy. Norotslc£ 
et al. 1 managed two patients with non-bleeding posttrau- 
marie splenic pseudoancurysms by elective splenectomy. 
We report the use of angiographic embolization to clec- 
tively thrombose three pseudoaneurysms after blunt 
splenic injury. Arteriography and transcatheter emboliza- 
tion have been used in acute blunt splenic trauma, s Sclafani 
and coworkers successfully managed 57 of 60 patients 
(95%) with angiographic extravasation from acute splenic 
injuries using transcathetcr-coil occlusion of the main 
splenic artery. 
Successful nonoperative management of blunt splenic 
injuries relies on appropriate patient selection and early 
recognition of potential complications. Follow-up with 
computed tomography orultrasound isessential to identify 
cysts, abscesses, ubcapsular hematomas, and pseudoan- 
eurysms. Pseudoaneurysms of the splcnic artery or within 
the spleen can be further delineated by selective angiog- 
raphy and elecfively thrombosed by transcatheter mbo- 
lizatiòn. 
Nirav Y. Patel, MD 
Thomas H. Coghill, MD 
Department ofGeneral and Vascular Surgery 
Lincoln H. Gundersen, MD 
Fig. 2. Sclective splenic angiograms demonstratc thrcc 
intrasplenic pseudoaneurysms. 
Department ofRadiology 
Gundersen/Lutheran Medical Center 
1836 South Ave. 
La Crosse, WI 54601 
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Regarding "Complications of  
peripheral arteriography" 
To the Editors: 
The report by Egglin ct al. on "Complications of 
peripheral rteriography: A new system to identify patients 
at increased risk" (J Vasc Surg 1995;22:787-94) was based 
on the analysis of complications among 549 patients. For 
reasons ofcompleteness and to avoid the possible confusion 
of future invcstigators, I submit the following additional 
information. 
The material included in the paper by Egglin et al. was 
a subset of 926 patients who underwent 1018 non-cardiac, 
non-neurologic vascular radiologic procedures at the Mas- 
sachusetts General Hospital in Boston. 
The procednres were performed uring a 6-month 
period from September 1987 to March 1988. This infor- 
mation is essential s angiographic methods and technology 
change. 
Initial communication of complications on all 926 
patients was through a prescntation at the 74th Annnal 
Meeting of the Radiological Society of North America 
(RSNA) in 1988. Reference should have been made to the 
relevant abstract. ~ 
Stratification ofcomplications ofarteriography accord- 
ing to diagnosis may be an interesting statistical exercise; 
however, it has little or no clinical relevance. It is too 
simplistic to suggest a complication rate of 0.7% among 
"all" patients undergoing arteriography for suspected an- 
eurysm or trauma. Obviously, the severity of the underlying 
clinical condition is the crucial factor. There are scoring 
systems to account for clinical severity. The study, however, 
had not been designed to evatuate this variant. As a result 
relevant data were not collected prospectively, and no 
analysis is feasible. The low complication rate among 
patients tudied for aneurysm or trauma reflects a high 
preponderance of elective studies in patients with abdomi- 
nal aortic aneurysms and in othcrs undergoing the so-called 
"proximity" studies (proximity of a wound to a major 
vessel). The former are performed before surgery in stable 
paticnts. The latter are usually pcrformed in young paticnts 
with stab or gunshot injuries, patients in good general 
clinical condition. It taust be understood that there are 
other patients undergoing angiography for trauma or an- 
eurysm who may be in clinical distress. I doubt that the 
incidcnce ofcomplications ofar teriography would be low in 
these strata. 
Lastly, it would be appropriate to acknowledge the 
major contribution to this work ofDrs. Janette S. Denham- 
Durham, Frcd L. Steinberg, Barbara H. Byse, T. Grcgory 
Walker, and Stuart C. Geller. The hclp of thesc physicians 
was instrumcntal inthe design of the study, the pcrformance 
of the procedures, the collcction of follow-up data, and the 
initial analysis of the results. 
Christos A. Athanasoulis, MD 
Department ofRadiology 
Massachusetts General Hospital 
Harvard Medical School 
Boston, MA 02114 
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A new carotid damp that facilitates distal internal 
carotid exposure 
To the Editors: 
Exposure of the distal internal carotid artery is a critical 
maneuver during carotid endarterectomy. To achieve com- 
plete removal of the obstructing lesion, a sufficient length of 
vessel distal to the anticipated endarterectomy endpoint 
assures that all of the plaque will be removed and leave a 
smoothly feathered edge. Poor exposure usually results in 
Fig. 1. Orientation ofclamp rcsting on chcek and curving 
around mandiblc to control distal internal carofid artery. 
Inset shows clamp modification for use with 3 mm x 4 mm 
Sundt shunt. 
